Congenital anomaly of the true double-lumen right coronary artery: An extremely rare case  by Park, Choong-Ki et al.
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Fig. 1. The right coronary angiogram shows a single proximal right coronary artery
(RCA) that separates into two lumina one centimeter distal to the oriﬁce. The two
lumina of the RCA (two arrows) closely accompany each other from the proximal to
the middle-segment and then unite into a single lumen distally.etter to the Editor
ongenital anomaly of the true double-lumen right coronary
rtery: An extremely rare case
We read with interest the report by Lee et al. entitled “Con-
enital anomaly of the true double-lumen right coronary artery:
n extremely rare case” [1]. Previously reported cases of the dou-
le right coronary artery (DRCA) mostly described anomalies with
common proximal right coronary artery (RCA) that diverged
nto two separate distal branches. Meanwhile, the current case
escribed by Lee et al. is a type of fenestratedRCAanomaly inwhich
he common proximal RCA diverges into two separated branches
roximally and converges back to a common lumen distally. There
s a noticeable gap between two tortuous lumina [hence the name
enestrated double-lumen RCA (DLRCA)].
Near around the time of this report, another article dealingwith
ear an almost identical DLRCA anomalywas reported byMisuraca
t al. under a different name of DRCA [2]. Both of the aforemen-
ioned cases are quite different from the previously reported DRCA.
Althougha consensushas still not been reached,DRCA is deﬁned
s two separate branches along the atrioventricular groove, run-
ingmore than half of its course, distal to the posterior descending
rtery and posterolateral artery [3]. Meanwhile, DLRCA presents as
vessel that separates into two lumina proximally and unites into
single vessel distally [1,2].
Although there has been a debate on the correct nomenclature
f these anomalies, we contend that DLRCA should be classiﬁed as
separate entity from DRCA. There is need to review the cases of
CA anomalies in the literature and also prospectively assess their
ature in order to disclose the true incidence of DRCA and DLRCA.
his, in turn, will provide us with further understanding of their
linical implications, especially with regard to their management
nd prognosis.
Recently, at our institution, a 52-year-old man presented to the
mergency department with chest pain for which he was admit-
ed. He was on medication for diabetes mellitus, and he was a 40
ack-year smoker, as well as being a heavy alcoholic. The electro-
ardiogram demonstrated paroxysmal atrial ﬁbrillation with rapid
entricular response. Conventional coronary angiography showed
ypical ﬁndings of DLRCA (Fig. 1): a single proximal RCA that sep-
rated into two lumens one centimeter distal to the oriﬁce, after
hich the two-lumina traveled adjacently to each other from the
roximal segment to mid-segment, ﬁnally to unite into a sin-
le lumen distally. At the anomalous segment, the lumina were
rregular and tortuous.
Cardiac computed tomography (CT) scans showed the two-
umina of the RCA involving the proximal and middle segments.
n axial images of the cardiac CT, a noticeable gap was present
etween the two separate lumina (Fig. 2). The patient was medi-
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ttp://dx.doi.org/10.1016/j.jccase.2013.01.006Fig. 2. A close-up image of cardiac computed tomography shows a noticeable gap
between the two separate lumina (two arrows) of the right coronary artery.
cally treated with amiodarone and aspirin. Coronary intervention
such as angioplasty or stent insertion was not performed.
In conclusion, although DLRCA may be a subtype of DRCA, the
former should be addressed as a separate entity with its own
name, i.e. DLRCA. This concept may be of importance to the cardiac
interventionists who are required to manage patients with such
anomalies.
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